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The first was an 8-month-old boy whose symptoms included pain and nonbilious vomiting for 12 h. He had an intussusception reaching the transverse colon without trapped fluid or significant adenopathy. While the boy was under sedation, successful and uneventful external manual reduction was achieved in approximately 10 min.
The boy was observed for 1 1/2h in the post-anaesthesia care unit, then transferred to the ward and discharged after a total hospital stay of 72 h. This was our 16th procedure.
The second child, who was encountered after this work was presented at the 2012 European Society of Paediatric Radiology meeting, was a 9-month-old boy with symptoms of remaining in a prostrate position with bilious vomiting and blood in the stool for 6 h. He had an intussusception almost reaching the splenic flexure. Abdominal plain film did not show obstruction of the small bowel. On US examination, the intussusception had trapped peritoneal fluid and there was significant adenopathy and preserved blood flow. We proceeded with external manual reduction with the boy under sedation, achieving reduction up to the mid-right colon. Subsequently, we administered two hydro-enemas, reducing the intussusception with abundant reflux of liquid into the small bowel. Most of the liquid was drained out of the colon through a rectal catheter. Given the boy's clinical condition, he was monitored in the paediatric intensive care unit, recovering at a slower rate than prior patients. Twenty-four hours after the procedure, he began experiencing progressively worsening abdominal pain. US showed fluid-filled bowel loops and no intussusception recurrence. He was observed for a few hours. He clinically worsened, and at surgery volvulus of the small bowel was found with a two-anda-half turn clockwise rotation. There was no malrotation, Meckel diverticulum, duplication or adhesion. A portion of the small bowel was resected, sparing the ileocaecal valve and terminal ileum.
An increase in the bulk of a segment of the intestine might facilitate its torsion [2] [3] [4] . We do not know the definitive reason for the volvulus, but in the context of a complex intussusception, external manual reduction, water enema and oedematous bowel loops after the reduction, it was probably caused by a combination of factors. Therefore, caution is recommended when external manual reduction is considered in children with intussusception, and close patient monitoring after the procedure is indicated. It is also advisable to avoid lengthy, complex intussusceptions in sick children during the learning curve for this new procedure.
